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KUEMMELL ON HIGH-LYING STRICTURES OF THE RECTUM. 

A paper on this subject recently read before the Hamburg Medical 
Society 1 by Dr. Hermann Kummell trill be found interesting and in¬ 
structive, as the subject deserves more attention than is usually 
accorded it. Under the term “high-lying strictures of the rectum” 
the author does not mean, generally speaking, all strictures of the 
upper portion of the rectum caused by the pressure of intra-pelvic 
growths or inflammatory products, or brought about by displacement 
or adhesion of the rectum to other organs, nor stenoses resulting from 
malignant or benignant neoplasms. On the contrary, the term is ap¬ 
plicable only to a certain group of cicatricial strictures caused by 
ulcerative processes consequent to chronic infectious diseases. 

Strictures situated lower down in the rectum are, as a rule, easy of 
diagnosis by means of simple digital exploration. In this respect 
those lying higher up differ greatly, not being accessible to the same 
means of examination. The author includes also among these latter 
strictures those found in the sigmoid flexure. The lowest boundary 
for these high-lying strictures should be placed at about la ctm. above 
the anal opening, the uppermost at about 35 ctm., which would cor¬ 
respond to the junction with the descending colon (counting 15 ctm. 
for the rectum and 20 ctm. for the sigmoid). Ferret collected 60 cases 
of strictures, examined in the cadaver; and it is interesting to note the 
relatively small number of high-lying strictures among the number. 
In 4 cases the strictures originated in the anus, in 32 cases below 6 
ctm., in 3 cases at about 6 ctm., in 7 between 6-9 ctm., in 5 cases 
over 9 ctm. above the anus, and in 6 cases the point of union of rec¬ 
tum and colon was the seat of trouble. In 4 cases several strictures 
were found. 

Two chronic infectious diseases, namely, dysentery and syphilis, are 
the chief causes, etiologically speaking, for this trouble; catarrhal 
ulcerative processes the more seldom. But in rare instances tubercu¬ 
lous processes may give rise to strictures of this kind, as demonstrated 
by the author in a very interesting case. 

■Voikmann’s collection of clinical lectures. No. 2S5. (Chirurgie, No. SS). 
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The patient was a man, tet. 25, in whom the symptoms of a disease 
of the rectum developed consecutive to an obstinate catarrhal inflam¬ 
mation of the intestines. Heart and lungs were normal, but on ex¬ 
ploration of the rectum with the hand, a stricture about 14 ctm. above 
the anus was discovered. The flat tumor-like mass causing the strict-, 
ure, involved about two-thirds of the circumference of the intestine 
and was adherent to the sacrum. Patient was placed under anti-syph¬ 
ilitic treatment and dilatation of the stricture begun by means of 
bougies. Improvement was steady for some three months, when he 
began to complain of increasing pain in the loins. A deep-lying, visi¬ 
bly-fluctuating abscess on both sides of the sacrum was discovered 
and incised, releasing a large quantity of purulent matter. Nearly the 
whole of the posterior and the lower part of the anterior surface of the 
sacrum was carious. Patient became rapidly weaker, symptoms of 
general tuberculosis appearing. Death fifteen months after com¬ 
mencement of the rectal disease. In the autopsy the stricture was 
found almost completely dilated. The cavity of the sacrum was cov¬ 
ered with firm cicatrices and numerous tuberculous ulcers, the intes¬ 
tines being firmly adherent to the same. 

It is not always easy, but for therapeutic purposes of much import¬ 
ance, to determine which of the two mentioned diseases is the causa¬ 
tive element in these cases. The author, for instance, reports two 
cases where the patients who had in former years both contracted syph¬ 
ilis, resided for many years in the tropics. Each of them suffered then 
from repeated attacks of intestinal catarrh, but never with dysentery. 
Nothing resulted from anti-syphilitic treatment, and thus nothing was 
gained from an etiological point of view. The relatively small num¬ 
ber of high-lying strictures, however, found, in more northern coun¬ 
tries, in consequence of the infrequent and less malignant occurrence 
of dysentery, on the one hand, on the other the fact that almost with¬ 
out exception the afflicted persons have resided for long periods in the 
tropics and attribute the commencement of their illness to their resi¬ 
dence there, and finally, the positive observations concerning the de¬ 
velopment of this trouble, directly following an attack of dysentery, 
would sufficiently prove that the latter disease is the principal causa¬ 
tive influence for this form of stricture. 
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In most cases, says the author, the autopsy will shed no light on the 
primary cause of the trouble. Above the stricture the intestine is usu¬ 
ally much distended from stagnation of fecal matter. In consequence 
of the frequent energetic contractions, hypertrophy of the muscular 
walls takes place, and these losing more and more of their elasticity, 
become gradually very stiff and rigid. If dilatation of the obstructed 
part is not undertaken, the irritation of the mucous surface caused by 
the impacted feces, etc., will soon lead to an ulcerated condition and 
loss of substance of the mucous membrane. The muscularis will be¬ 
come involved, the serosa undermined, and finally fistulous passages 
formed. 

The stricture itself is seen mostly as a cicatricial ring surrounded 
by hard connective tissue. Sometimes it has but a very small open¬ 
ing, in other cases we find it in the form of a more or less long rigid 
tube with a narrow or wide lumen. Occasionally two or three strict¬ 
ures separated by partially healthy mucous membrane are met with. 
The patients complain of a feeling of pressure and sensation of burn¬ 
ing and soreness in the region of the stomach. Loss of appetite, 
flushing, irregular heart-action, drawing sensation in the lower limbs, 
nervous irritability and often deep hypochondriasis, are some of the 
chief symptoms. Obstinate diarrhcea often exists, furthermore. Grad¬ 
ually the local symptoms become more prominent; drawing pains in 
the loins and frequent desire to stool develops. For these high-lying 
strictures the sudden desire to stool on awakening in the morning is a 
characteristic symptom. Instead of feces, only mucous matter is 
passed with much straining. The ribbon-like form of the feces often 
gives a clue to the disease in strictures near the anus, but in strictures 
situated high up in the rectum the feces usually have their normal 
form. They are sometimes, however, similar to those of sheep, small, 
hard balls. The patient rarely has the feeling of complete evacuation 
of the bowels. The mucous secretion becomes more and more abun¬ 
dant, obstipation increases. In the worst cases, if no dilatation of 
the stricture takes place, the stagnation of the feces leads to peritonitis 
and death. A very important symptom appearing relatively early in 
the course of the trouble and pointing to its grave nature, is the rapid 
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wasting away of the patient, the loss of strength and cachectic ap¬ 
pearance, differing scarcely from that of those afflicted with carcinoma. 
A careful examination per rectum will show in most cases the real 
nature of the disease. Kiimmell advises in all cases, where there is 
protracted catarrh of the larger intestine, which has resisted treat¬ 
ment, and is undermining the strength of the patient, that a careful 
examination of the rectum be made, either digital or instrumental. An 
ordinary oesophagus sound is well suited for the diagnosis of high-lying 
strictures. Through it water may be injected to distend the folds of 
mucous membrane obstructing its introduction. Sounds of whale¬ 
bone with olive-shaped ivory heads are also useful instruments for this 
purpose, as is furthermore Allingham’s rubber balloon constructed for 
a like object. The author uses a whale-bone sound having a sponge 
attached to its further end, the sponge being, when introduced, in a 
compressed state, and gliding easily through the strictured part. On 
withdrawing the sound more or less force must be exerted, as the 
sponge, swollen and much increased in size, is obstructed by the strict¬ 
ure. In this manner the position and size of the latter may quite well 
be determined. For the diagnosis and knowledge of the relative 
positions of several strictures, repeated examinations must be made. 
In some cases it will be necessary to dilate the lowermost stricture be 
fore anything positive regarding those higher up can be arrived at. 

Errors in the diagnosis of these high-lying strictures are frequently 
made, and numerous cases of this kind have been recorded. Such a 
case was published by Syme. The obstruction to the sound on its in¬ 
troduction, which was supposed to be a stricture, was found, in the 
autopsy, to have been the promontory. When a stricture is present, 
its nature should be, if possible, determined; whether, namely, of 
cicatricial origin, or arising from compression of the rectum by patho¬ 
logical conditions of the uterus, bladder, prostate, or by exudations or 
tumors in the smaller pelvis, etc. In some cases it will be extremely 
difficult to determine whether the stricture be due to a cicatricial pro¬ 
cess or a malignant neoplasm. This is, of course, of great importance 
in the treatment. The following case of the author’s will be instruc¬ 
tive from this point of view: Patient, a man, set. 56, had experienced 
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a sudden large hemorrhage from the rectum, followed, however, by no 
further^ symptom of disease. But gradually pains in the loins and 
limbs, general weakness and debility developed, causing him to seek 
medical assistance. Carcinoma of the rectum was suspected by his 
physician, but digital examination gave negative results. On intro¬ 
ducing bougies, however, a stricture was felt about 13 ctms. above the 
anus. It was passable for an instrument of 12 mm. thickness. Grad¬ 
ual dilatation was kept up, the health of the patient improving rapidly. 
When seen by the author, about four months after the haemorrhage 
had occured, he did not at all present the appearance of an invalid. 
This favorable condition, however, changed shortly afterwards, the pa¬ 
tient showing the almost unmistakable look of one afflicted with car¬ 
cinoma. Nine weeks later a digital examination detected the existence 
of a carcinoma. Radical extirpation was followed by recovery. In 
cases of doubtful diagnosis the patient should be kept under observ¬ 
ance for some time before a positive expression of opinion is given. 
The cases are numerous and well known where syphilitic strictures, ac¬ 
cessible to view and touch, have been treated as malignant growths. 

For dilating high-lying strictures the so-called elastic and wax 
bougies are the best. They should be employed, however, with some 
care, and are not sufficiently long to be serviceable in all cases. Those 
of Allingham are thick and hollow, and composed of the same mate¬ 
rial as Nfilaton’s catheters. If this bougie is compressed in the strict¬ 
ure, it may be filled with water, quicksilver, fine shot, etc. There are, 
furthermore, solid soft rubber bougies, long and elastic, with olive¬ 
shaped points. Before introducing a bougie the bowels should be 
evacuated and the rectum irrigated with warm water. The patient lies 
on a bed or sofa, with the breach protruding over the edge. A grad¬ 
ual, slow introduction of the well-oiled bougie, with frequent inter¬ 
missions, will easily overcome any painful and disagreeable sensations 
in the anus, contractions of the sphincters, etc. It is not advisable to 
allow the bougie to remain too long, as no permanent dilatation of the 
stricture will be attained by this procedure, but the intestinal catarrh, 
present in all these cases, will be aggravated. Five to ten minutes 
will suffice for the desired effect. Nor will it be wise to introduce 



HIGH-LYING STRICTURES OF THE RECTUM. 


37 


more than two different instruments at one sitting. At the commence¬ 
ment of treatment, the bougies should be introduced every two to 
three days; later on, when dilatation has progressed considerably, less 
often. Even after all symptoms of disease have disappeared, the 
bougie should be occasionally employed, to prevent, if possible, any 
recurrence of the stricture. Absolute rest will be necessary in nerv¬ 
ous, irritable and anaemic individuals, especially at first. Symptoms of 
peritonitis, irritation, painful fissures, etc., may cause the treatment to 
be suspended at times for a while. Such incidents happen in spite of 
the greatest care. The use of a bougie by the patient himself in these 
cases of high-lying strictures should therefore be but sparingly allowed, 
and only then in the advanced stages of the treatment and after the 
patient has shown his ability to do this. Froriep reported a case where 
the instrument, slipping from the patient’s grasp, perforated the intes¬ 
tinal wall, causing death. Troublesome symptoms, such as the 
catarrh, etc., should be removed as far as possible. Irrigation 
with warmed solutions of alum, tannin, corrosive sublimate, 
once or twice daily, especially after defecation, are bene¬ 
ficial. In cases where ulcerations exist, Konig advises the use 
of a weak solution of the chloride of zinc, which acts well on 
the ulcerated parts, but does not affect the normal mucous membrane. 
Burning sensations in the rectum, tenesmus, etc., may be relieved by 
warm sitz baths, suppositories of opium, etc. Allingham recommends 
in cases of pain and burning in the pelvis and for the intense neural¬ 
gia often felt about the sacrum, the use of an ointment composed of 
morphium and bismuth. For its proper application to the membrane 
of the rectum, he has constructed a hard rubber bougie on the plan 
of a syringe. This is passed, closed into the rectum, and its contents 
then ejected from the numerous lateral openings. Disturbances of the 
digestive organs, from which these patients invariariably suffer, will re¬ 
quire suitable treatment. Nourishing and easily digestible food should 
be given. For the constipation light laxatives may be employed. 
Diarrhoea, on the other hand, generally resulting from irritation of the 
hard, impacted feces, will disappear usually after the instrumental 
treatment has begun. Preparations of bismuth, naphthalin, etc., may 
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be employed, however, but the use of opiates and styptica should be 
guarded against It will be advisable in those cases, where the patient 
shows the consequence of long-standing intestinal occlusion, with 
meteorismus, symptoms of peritonitis, debility, etc., not to delay with 
attempts at dilatation, but to proceed at once to the establishment of 
an artificial anus. When these symptoms have disappeared and the 
health of the patient permits, treatment of the stricture may be under¬ 
taken, and the attempt made to bring about defecation in the normal 
way. 

The prognosis will be favorable in those cases when the strictures 
are accessible to treatment with bougies, and this is not too long de¬ 
layed. As regards the results of the treatment, much will depend on 
the greater or less extent of the destruction in the mucous membrane, 
and on the patience and energy displayed by both patient and physi¬ 
cian. Kiimmell gives the histories of two cases which illustrate the 
above-mentioned symptoms, etiology, diagnosis and result of treat¬ 
ment, in a very characteristic manner. 

Case I. Male, set. 51, has resided for nine years in the tropics. In 
1873 he contracted syphilis and suffered in 1879 from an attack of 
dysentery, which gradually assumed a chronic form, resisting all treat¬ 
ment. Patient returned to Europe in 1880, and, after a month’s so¬ 
journ at a cold-water bathing .establishment, was discharged cured. A 
short time afterwards, however, the old symptoms of disease returned. 
He consulted a physician, being then very much reduced in strength, 
antemic and complaining of much pain in the loins, occasional diar¬ 
rhoea and frequent desire to stool, especially on rising in the morning. 
Only some mucous, bloody matter and small amount of hard feces 
would be passed, the patient only finding relief after two or three 
movements of this kind. Digital exploration of the rectum revealed 
nothing abnormal. On- introducing a bougie, however, an obstruction 
was felt about 14 ctm. above the anal opening. Bougie introduced 
daily and left for fifteen minutes to an hour. After treatment in this 
manner for about eight months, patient was cured, all objective and 
subjective symptoms having disappeared. Failing, however, to follow 
the advice of having a bougie introduced from time to time, to pre- 
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vent any possible return of the stricture, the old troubles reappeared 
in 1884, two and a half years later. When seen by the author, patient 
was in great suffering. The stricture was discovered t4 ctm. above 
the anus, and was not passable for a medium-sized sound. Symptoms 
of peritonitic irritation and a painful fissure of the anus caused fre¬ 
quent interruptions in the treatment. The general condition of the 
patient improved, however, as the dilatation of the stricture pro¬ 
gressed. In the course of six to seven months the troublesome symp¬ 
toms subsided, and the stricture admitted the largest sized bougies. 
Defecation was normal and painless, appetite excellent and general 
appearance healthy. Bougies are still employed every five to six 
weeks. Patient is well and strong, eats and digests the heartiest kinds 
of food. 

Case II. Male, set. 42 , has resided eleven years in the tropics, where 
he has suffered from several violent attacks of diarrhoea, but with no 
symptoms of dysentery. From time to time he has been troubled 
with disturbances of the digestive organs, and these being attributed 
to climatic influences, patient returned to Europe. He was treated 
for a long time for gastric catarrh, as all the symptoms seemed to 
point to the stomach as the seat of his trouble. For past two years 
large quantities of epidermis-like masses and mucus have been passed 
in defecation. The feces are small and hard. Patient never has the 
feeling of complete evacuation of the bowels after defecation. Chest 
organs normal, and digital examination of the rectum gave no result 
Catarrhal condition of the mucous membrane of rectum. On intro¬ 
ducing an elastic bougie, an obstruction was felt, about 13 ctm. above 
the anus. A whale-bone sound with a medium-seized olive-shaped 
head could be passed through the stricture, and detected the existence 
of a second stricture about three to four ctm. above the first. Dilata¬ 
tion with heavy rubber bougie daily. In two months’ time both strict¬ 
ures were passable for very large sounds. A third stricture, circa 3 
ctm. in length, was then discovered lying about 21 ctm. above the 
anus. Dilatation of the latter was difficult at first, but in the course 
of fifteen months the lower strictures were completely removed, and 
the upperm ost was passable for the thickest instrument. There was 
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still some catarrh of the intestine. Patient is well at present and en¬ 
joys normal appetite and good digestion. A large bougie is intro¬ 
duced from time to time. C. J. Colles. 


OSTEOCLASIS. 1 

(Continued from Vol. IV., p. 421). 

Collin's apparatus. The first instrument invented by M. Collin (in 
1879) made use of the leverage of the leg in order to break the femur. 
It had consequently the fault of exerting its strength on the ligaments 
of the knee, and has given place to another form, produced according 
to Pousson, after M. Collin had seen how M. Robin had avoided this 
defect. It is, therefore, not necessary to describe Collin’s first ap¬ 
paratus in this article. Nevertheless, very good results were obtained 
by this machine, including the successful breaking down of a mal- 
united Pott’s fracture. Pousson gives an illustration of the osteoclast 
of Taylor, of New York, and compares it with Collin’s first ap¬ 
paratus. It. however, obviously works with much less leverage, and 
could be made to break the femur near either extremity without strain¬ 
ing the ligaments of the knee. No statements are made as to its 
safety or danger. 

Robin's apparatus. Its great merit is that it reduces to a mini¬ 
mum the length of leverage required and thus, for example, enables the 
surgeon to break the femur just above the condyles without throwing 
the slightest strain on the knee. Therefore, in producing his osteo¬ 
clast, M. Robin solved the main problem in connection with instru¬ 
mental osteoclasis. 

Robin’s apparatus consists of a wooden plank to support the thigh 
(the patient lies on his back), of a metal plate to lie on the front of 
the thigh, and therefore slightly gutter-shaped with the concavity on 
the lower surface (that which touches the thigh), of two steel bands or 
hoop-segments, of four screws, of a leather collar and a lever. 

x De L*Osthclasie, par le Docteur Alfred Pousson, Paris, J. B. Bailli£re et fils, 
Paris, 1S86. 



